Lobar consolidation without collapse is caused by infection distal to bronchial obstruction in the vast majcrity of cases of squamous cell carcinoma of the lung.' In this report the histological and radiological behaviour of a squamous cell carcinoma closely resembl-ed that of an alveolar cell carcinoma.
Case report
A 74-year-old retired bricklayer had been followed by the res,piratory department since 1963 for chronic bronchitis. When first seen his forced expiratory volume in one second was 0-63 1, and vital capacity l*25 Il, with a slight bronchodilator response, and a normal mixed venous carbon dioxide and transfer factor for carbon monoxide. A subsequent steroid trial was negative. He amoxycillin was continued. Over the next four days he made a gradual improvement.
On day 5, one litre of blood-stained pus drained spontaneously from the site of the previous perineal surgery. E coli was grown on culiture, whioh was r-esistant to ampicillin, but sensitive to cotrimoxazole. No malignant cells were seen on cytological examination. A course of cotrimoxazole was started. The perineal wound healed uneventfully. Three days after completing a 10-day course of cotrimoxazole, the patient's condition deteriorated. Further symptoms and signs of a chest infection developed, and sputum culture grew H influenzae, resistant to ampiciAllin and sulphonapiides, but sensitive to erythromycin. A repeat radiograph showed further increase in the diffuse sthadowing in the left upper lobe, now mainly in t,he lingula and posterior segment, with no evidence of collapse. A course of erythomycin was started, and the patient's condition improved. Six days later, however, a repeat sputum culture revealed H influenzae only marginally sensitive to erythromycin. Another course of cotrimoxazole was given.
Despite a slight improvement in the clinical state, the radiographic appearances did not improve, with persistent consolidation in the lingula and posterior segment of the left upper lobe and no evidence of collapse (fig 1) . Repeat bacteriological cultures of blood, and sputum (for aerobes, anaerobes, fungi, Nocardia, and mycobacteria) were negative, as were repeated examinations of tihe sputum for malignant cells. Viral antibodies and cold agglutinins were Rigid and fibreoptic bronchoscopy were normal apart from minor inflammatory changes in the left upper lobe bronchi. No biopsies were taken. Bacteriological and cytological examination of the bronchial aspirates were negative.
After bronchoscopy the patient was started on metronidazole on an empirical basis. The radiographic shadowing persisted, and the patient died in June.
Necropsy findings
There was local recurrence of a well-differentiated adenocarcinoma in the pelvis, but no evidence of distant spread. The lingula and apical and posterior segments of the left upper lobe of the lung were diffusely infiltrated by tumour. Histologically, this was a moderately differentiated squamous cell carcinoma. No major bronchi or bronchioles were occluded, but there was diffuse intra-alveolar and peribronchiolar spread of the tumour (fig 2) . The hilar nodes were replaced by tumour, and squamous cell metastases were present in the liver. The remainder of the lung showed changes compatible with chronic bronchitis and centriacinar emphysema. 
